A 28-year-old soccer player presented with collapse and left-sided chest pain during a prematch warm-up. Pain was also present in the left side of the neck. He had not suffered from chest pain before. A cardiac murmur had been described in childhood and attributed to pulmonary stenosis but never followed up.
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On initial examination, he was hypotensive, with a systolic murmur in the aortic area and a pulsatile mass in the left supraclavicular fossa ( Figure 1A ). There was no blood pressure differential between arms, but the femoral pulses could not be felt. A chest radiograph (the first the patient had ever received) revealed widening of the left upper mediastinum ( Figure 1B ). Contrast-enhanced computed tomography showed an aneurysmal diverticulum of the aorta that extended into the neck and gave rise to a normal-sized left subclavian artery ( Figure 1C ). The wall was markedly thickened, with high attenuation before contrast, in keeping with an intramural hematoma. Coarctation of the aorta was identified distal to the aneurysm ( Figure 1C ). There was no rib notching. In a 3-dimensional reconstruction ( Figure 1D ), the aneurysm was vertically orientated and joined at its midbody to a normal portion of the distal arch in a T-junction configuration. The dilatation cranially displaced the origin of the left subclavian artery into the neck. Although the origins of the brachiocephalic arteries were otherwise normal, the left brachiocephalic vein was unusual in its course, passing beneath the aortic arch ( Figure 1E ).
Transesophageal echocardiography confirmed the intramural hematoma and showed turbulent blood flow through the coarctation ( Figure 1F ; online-only Data Supplement, Movie 1). The aortic valve was mildly stenosed and bicuspid owing to fusion of the right and left coronary cusps (online-only Data Supplement, Movie 2).
A 2-stage operation was undertaken. Through a transverse incision in the left anterior triangle, a left common carotid artery to left subclavian artery bypass was performed and the apex of the aneurysm ligated. A left thoracotomy was then performed that drained 750 mL of blood and showed extensive mediastinal hematoma (Figure 2A) . The left femoral vessels were cannulated for cardiopulmonary bypass and hypothermic circulatory arrest at 16°C. The aneurysmal diverticulum arose as an outpouching from the arch. The intimal tear from which the hematoma had arisen was clearly identifiable ( Figure 2B ). The diverticulum was oversown within the chest, and both aneurysm and coarctation were excised. A graft was placed between the arch and descending aorta ( Figure 2C ). Recovery was uneventful.
In the absence of an aberrant right subclavian artery or a right aortic arch and aberrant left subclavian artery, the diverticulum is not classically that of Kommerell. 1 Its position does not fit with a diverticulum that arises from the aortoductal junction. The aortopathy associated with a bicuspid aortic valve and coarctation 2 may have contributed to its aneurysmal transformation and rupture.
Disclosures
None. Figure 2 . A, Initial findings (viewed from left, looking up the thoracic cavity). The arch (tramlines) is hidden from view by extensive mediastinal hematoma. The aneurysm (curved arrow) passes cranially through the thoracic inlet (white arrows). The vagus giving rise to the recurrent laryngeal nerve (black arrow) overlies the aneurysm beside the pulmonary arteries (PA). B, The diverticular aneurysm has now been amputated at the thoracic inlet (vertical arrows), separated from the left subclavian artery (LSCA) and opened (oblique arrows). The coarctation (arrowheads) has been divided. The tear is seen above the aortic arch lumen. Intramural haematoma (IMH) is present in the cut edge of the aneurysm. C, After insertion of the aortic graft (same view as B, magnified), the aneurysm was excluded entirely.
